D r Lawrence and colleagues describe a familiar picture of formal training in the UK with respect to tracheostomy emergency management. It is encouraging however to see that 19 out of the 22 staff surveyed felt competent to manage a tracheostomy emergency and that this confidence came from in-house teaching and experience. Formal courses do not guarantee competence, but are a way of ensuring that core knowledge, skills, techniques and management strategies are taught in a standardised manner. We are aware that some Deaneries have elected to have mandatory tracheostomy courses for their anaesthetic and ICM trainees, which, given the increasing role our trainees play in troubleshooting and managing problems around our hospitals, should be welcomed and encouraged. National, standardised tracheostomy emergency courses are available from April 2013 from the Advanced Life Support Group (www.alsg.org).
Of course training can be provided in many ways and the NTSP have endeavoured to provide written material, e-learning resources (through partnership with e-Learning for Heathcare and the RCoA), iPhone Applications ('NTSP' from the Apple App store) and video resources (www.tracheostomy.org.uk). Dr Lawrence reminds us that guidelines buried in a computer may be useful for induction or dedicated training, but in an emergency, bedside information accompanied by an appropriate algorithm (such as double sided bed-head signs) are likely to prove invaluable.
Dr Lawrence' s survey was conducted in the wake of NAP4 and highlights that there is still much to do. The publication of the multidisciplinary tracheostomy emergency guidelines, 1 the current NCEPOD focus on tracheostomies, the forthcoming update to the ICS tracheostomy standards document and the launch of the Global Tracheostomy Collaborative (www.globaltracheostomycollaborative.org) will continue to increase the profile, improve available teaching resources and ultimately improve care for neck-breathing patients.
The NTSP would wholeheartedly echo the comments that standardised guidelines, equipment and training should be adopted and embraced universally, with the expectation that this will improve patient safety and reduce preventable harm for this vulnerable cohort. 
Untreatable cuff leak due to kinking of an endotracheal tube pilot balloon by tube tie
W e read with interest the letter from Drs Krishnan and Joseph 1 , in the January issue of JICS, in which they describe an airway problem caused by inadvertent obstruction of a tracheostomy tube pilot balloon by its inner tube. On our intensive care unit (ICU) we recently encountered a comparable airway complication with an endotracheal tube. In our case, the tube tie position caused kinking of the pilot balloon and an untreatable cuff leak.
A 65-year-old patient was admitted to the ICU with acute severe pancreatitis. Her respiratory function deteriorated on face mask oxygen and the decision was made that she be intubated and mechanically ventilated. She underwent a rapid sequence induction with preoxygenation and administration of 80 mg propofol, 1 mg alfentanil and 100 mg suxamethonium. Laryngoscopy was performed which showed a grade one view (Cormack and Lehane) and a pre-cut (at 22 cm) Smiths Portex ® tracheal tube 7.5 mm ID with Profile ™ soft-seal cuff (ETT) was inserted. Air was inserted to produce a cuff pressure of 25 cm H 2 O. The tube was secured at 18 cm at the lips, resulting in easy hand ventilation with bilateral air entry on auscultation, and the patient was put onto the ventilator without problems.
The ICU nurse at the bedside noted an audible leak within a few minutes, after the chest X-ray was performed. On examination, air entry remained audible bilaterally, but the tidal volumes had dropped and there was an obvious cuff leak. The cuff was inflated with a further small amount of air, but this did not improve the leak, and the cuff pressure was now measured at over 80 cm H 2 0. The decision was made to replace the ETT. The ETT was railroaded over a bougie and ventilation recommenced without incident.
On examination of the original tube the tie was noted to have enclosed the pilot balloon tubing causing a kink at the junction of this tubing and the ETT (see Figure 1 ). This had prevented effective cuff inflation. When the tie was removed and the kink was relieved the cuff functioned normally.
Although this problem was resolved rapidly with reintubation, an ongoing, untreatable leak from cuff inflation failure could have exposed the patient to significant morbidity. Previous case reports describe a similar complication relating to the use of a bite block 2 and difficulty in cuff deflation resulting in failed extubation. 3 In our Trust, ICU nurses tend to secure and tie tubes once the patient is intubated. We appreciate now that the tying of ETT tubes is a joint responsibility and suggest a quick visual check of the pilot balloon tubing and tie positioning could ensure this particular complication would not be repeated. 
Katherine Grant

Regional variations in outcome of patients with neurosurgical emergencies
T he review by Highton and Smith into the intensive care management of subarachnoid haemorrhage is timely. 1 Evidence is now available from the UK as to the outcome from subarachnoid haemorrhage by individual neurosciences centres. 2 Both in the USA and in the UK, improvement in outcomes is related to higher caseloads, arguing for regionalisation of care. 2, 3 Crude analysis of the data provided by McNeill et al would suggest that the best-performing centre had 54 additional survivors compared to the national average over a six-year period. More worryingly, the poorest performing had an additional 54 deaths compared to the average. Or in individual patient terms, you have a more than double the chance of dying if treated in certain centres. The authors in the UK study rightly point out that some of the differences may result from the different casemix of centres or if the treatments offered by centres varied widely. The Francis inquiry into care provided by Mid Staffordshire Hospitals NHS Foundation Trust should remind us that blaming the data might not unearth the real causes. 4 The outcome data from the RAIN study (Risk Adjustment in Neurocritical care) is eagerly awaited. 5 This study aims to provide clinicians with information on the optimum location and comparative costs of neurocritical care for severe traumatic brain injury. Like the McNeill study, it may also highlight variations in care between neurosciences centres. Although both the RAIN study and that of McNeill et al have anonymised the centres in the study, should we not be open about the performances of individual centres and encourage
